MISSOURI DIVISION OF HEALT STANDARD CERTIFICATE OF DEAT e -
DEPARTMENT OF FUBLIC HEALTH AND wzl..r!:'nn:318 o E H .63 042141

STATE FILE NUMBE
Registration District No. TR ______._.anurv Registration District No. lQQB-h_Hegmur s No. —L-068-4— R

DO NOT WRITE —_—
ON THIS STUB AMENDE o 8 T A

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY o STATE  Mp, b. COUNTY admission)

VS 300
Rev. 4/59

b. CITY (If ounside corporate limis, give TOWNSHIP anly} Length of stay in 1b c. CITY * Inside Limits

OR
TaWN St.louls 3 Weeks TOWN St.Louls YesXJ No [
c. FULL NAME OF (If NOT in hospital, give location) Inaide Limirs d. STREET (1f curside, give locatian) Reside on Farm

hetmution  SteAnthony Hospital Yer§g NoDD APDRESS 5018 Minnesota ave. Yoo NeXY

3. NAME OF DECEASED Firsr Middle Last 4. DATE Month Day Year

(Type or print} OF
Clara May Turner DEATH October 26 1963
5. SEX &. COLOR OR RACE 7. Married [1  Never Married [] |8. DATE OF BIRTH | 9 AGE [last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
Femalﬁ White Widowed §g Divorced (3 12-27.1909 53 months Days Hours Min.

10s. USUAL OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stale or ceuntry} | 12, CITIZEN OF WHAT COUNTRY
ring most gf working life, even if retired)

cusewife Own Home St . Louis, Mo, USA

13a. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Harry Hastings . Clara Brundig Clsnd

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 146, SOCIAL SECURITY NO. | 17. INFORMANT Address
{Yes, or unknown) [ (If yes, give war or dates of servi
.| Wm.E.Turner 226 Ellwood St,

18. CAUSE OF DEATH (Enter only one cause per ling ror yar vy v Tor INFERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: w F ) . ET AND DEATH
IMMEDIATE CAUSE {a) M.M & -
Canditions, if any, DUE TO (b} i . s b o A » a 4 '_%M
which gave riw to . A -

above c;uu d(l).
stating the under- ’ } / ,
lying cauwe lasl. ! ";P"-O
PART 1l. QTHER SIGNIFICANT CONDITIONS CONTRI@ING TO DEATH but not related ro the y i PART 11, 1§ Wdeceased w1 feMals  was
there a pregnancy in last 90 dsys.

di dition given in PART | {a}
irease condition given in /750 rD Yg.; ‘ w No | [ Unknown

. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE .20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1i of item 18.)
PERFORMED? O 0 o
YES [ Noy

. TiME OF Hou Month, Day, Year |
INJURY a.m.
pm. . .

. INJURY. OCCURRED Te. FLACE OF INJURY (e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK (J farm, factory, sireet, office bldg ., #ic.) (.
NOT WHILE ATWORK O ° e ) FRY,

2 Y L 5 ry —
| attanded the decessed from_M é: ’ ;’ED, 1o NA ¢ A w' saw P alive on “ 3/_1 3 ﬁ 6 é ;

__m on the date stated above, and to the best of my knowledge, from the cayaes stated.

DATE AMENDED

DOCUMENT
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MEDICAL CERTIFICATION

Desth ocgurred at

GNATURE caree.r gile) 22, ADDRESS ) 22<. DATE SIGHED
a- 01% Wiva. n.Q" Tl A9 v airyduel JEASE

23a. BURIAL, CREMATI 23b. DATE . T3¢, NAME OF CEMEBTERY IOR CREMATORY 23d. LOCATION (City, town, orfcounty) (51aruf

RéEoHAL ™ \J |10-30-1963 | Park lawn Cemetery 1600 Lemay Ferry Kd, lemay,Mo.

é‘ ﬁo"fﬁlg'{ﬁer J!.ﬁort.uts.rinal‘mmIES = E]AE'FEC02§”?§%§EG * W . /7 2.
2814 S . Broadway

(Licensed Embalmer’s Statemant on Revers Slde}

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

o ¥
S

| hereby certify that the body whose name is recorded on, the reverse side of this certificate was embalmed by me,

UBAFTIRG, 0% 08p 1]

or by Student Embalmer No.

working under my personal supervision.

Student - Sigfwd—él‘—i—ﬁﬁd‘&' .

Signature of Student Embalmar

Licensed Embalmer No /‘z- 76/“

S . P.O. Addressw

= Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
wnh‘the above consmutes grounds for revocahon of license). v .
) " If embalmed by a STUDENT -he also shall sign in his OWN handwrmng
v I, thls body IS not embalmed fact should be so stated above
' ) B X' R fadiarat X‘Il

Ty




